THE INSURANCE CODE OF 1956 (EXCERPT)
Act 218 of 1956

500.3815 Outline of coverage; acknowledgment of receipt; compliance with notice
requirements; substitute; language, format, and required items.

Sec. 3815. (1) Aninsurer that offers a medicare supplement policy shall provide to the applicant at the time
of application an outline of coverage and, except for direct response solicitation policies, shall obtain an
acknowledgment of receipt of the outline of coverage from the applicant. The outline of coverage provided to
applicants pursuant to this section shall consist of the following 4 parts:

(a) A cover page.

(b) Premium information.

(c) Disclosure pages.

(d) Charts displaying the features of each benefit plan offered by the insurer.

(2) Insurers shall comply with any notice requirements of the medicare prescription drug, improvement,
and modernization act of 2003, Public Law 108-173.

(3) If an outline of coverage is provided at the time of application and the medicare supplement policy or
certificate is issued on a basis that would require revision of the outline, a substitute outline of coverage
properly describing the policy or certificate shall accompany the policy or certificate when it is delivered and
shall contain the following statement, in no less than 12-point type, immediately above the company name;

NOTI CE: Read this outline of coverage carefully.
It is not identical to the outline of coverage
provi ded upon application and the coverage
originally applied for has not been issued.

(4) An outline of coverage under subsection (1) shall be in the language and format prescribed in this
section and in not less than 12-point type. The A through L letter designation of the plan shall be shown on
the cover page and the plans offered by the insurer shall be prominently identified. Premium information shall
be shown on the cover page or immediately following the cover page and shall be prominently displayed. The
premium and method of payment mode shall be stated for al plans that are offered to the applicant. All
possible premiums for the applicant shall beillustrated. The following items shall be included in the outline of
coverage in the order prescribed below and in substantially the following form, as approved by the
commissioner:

(I nsurer Nane)
Medi car e Suppl ement Cover age

Qutline of Medicare Supplenent Coverage-Cover Page:
Benefit Plan(s) [insert letter(s) of plan(s) being offered]
Medi car e suppl ement insurance can be sold in only 12
standard plans plus 2 high deductible plans. This chart shows
the benefits included in each plan. Every insurer shall nake
avai l able Plan "A". Sone plans may not be available in your
state.
BASI C BENEFI TS: For plans A-J.
Hospitalization: Part A coinsurance plus coverage for 365
addi ti onal days after Medicare benefits end.
Medi cal Expenses: Part B coi nsurance (20% of Medi care-approved
expenses) or copaynents for hospital outpatient services.
Bl ood: First three pints of blood each year.

A B C D E [F|F* G H | J| J*
Basi c Benefits X X X X X X X X X X
Ski |l I ed Nursing
Co- | nsur ance X X X X X X X X
Part A Deducti bl e X X X X X X X X X
Part B Deducti bl e X X X
Part B Excess X X X X

100% [80% 100% [100%

Forei gn Travel
Emer gency X X X X X X X X
At - Honme Recovery X X X X
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Preventive Care not
covered by Medicare

L]

[ COVPANY NANE]

Qutline of Medicare Suppl enent Coverage — Cover Page 2
Basi c Benefits for Plans K and L include simlar services as

pl ans A-J,
different |evels.

but cost-sharing for the basic benefits is at

K* *

L**

Basi c Benefits

100% of Part A
hospitalization

coi nsurance pl us
coverage for 365 days
after Medicare
benefits end

50% Hospi ce cost -
shari ng

50% of Medi car e-

el igible

expenses for the
first three pints

of bl ood

50% Part B

coi nsurance, except
100% coi nsurance for
Part B preventive
servi ces

100% of Part A
hospitalization

coi nsurance plus
coverage for 365 days
after Medicare
benefits end

75% Hospi ce cost -
shari ng

75% of Medi car e-

el igible

expenses for the
first three pints

of bl ood

75% Part B

coi nsur ance, except
100% coi nsur ance for
Part B preventive
servi ces

Skil'l ed Nursing
Coi nsur ance

50% ski | 1 ed nursing
facility coinsurance

75% ski | | ed nursing
facility coi nsurance

Part A Deductible

50% Part A deducti bl e

75% Part A deducti bl e

Part B Deducti bl e

Part B Excess (100%

Forei gn Trave
Enmer gency

At - Home Recovery

Preventive Care not
covered by Medicare

$4, 000 out of pocket

Annual Limt*x**

$2, 000 out of pocket
Annual Limt***

*Plans F and J al so have an option called a hig
and a high deductible plan J.

h deductible plan F

These hi gh deducti bl e plans pay the

sanme benefits as Plans F and J after one has paid a cal endar year
Benefits from hi gh deductible Plans F and J
out - of - pocket expenses exceed ($1,790). Qut-
of - pocket expenses for this deductible are expenses that woul d
ordinarily be paid by the policy. These expenses include the

Medi care deductibles for Part A and Part B, but do not include the

(%1, 790) deducti bl e.
wi Il not begin unti

plan's separate foreign trave

energency deducti bl e.

**Plans K and L provide for different cost-sharing for itens and
servi ces than Plans A-J.

Once you reach the annual
coi nsur ance
cal endar year. The out-of - pocket annua

copaynents,

limt, the plan pays 100% of the Medicare
and deductibles for the rest of the

limt does NOT include

charges fromyour provider that exceed Medicare-approved anounts,

cal l ed "Excess Charges".

char ges.
***The out - of - pocket
i nflation.

You will

annual limt wll

be responsi bl e for paying excess

i ncrease each year for

See Qutlines of Coverage for details and exceptions.

PREM UM | NFORMATI ON
We (insert insurer's name) can only raise your premium if we raise the premium for all policies like yours
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in this state. (If the premium is based on the increasing age of the insured, include information specifying
when premiums will change).
DI SCLOSURES
Use this outline to compare benefits and premiums among policies, certificates, and contracts.
READ YOUR POLI CY VERY CAREFULLY

This is only an outline describing your policy's most important features. The policy is your insurance
contract. You must read the policy itself to understand all of the rights and duties of both you and your
insurance company.

RI GHT TO RETURN POLI CY

If you find that you are not satisfied with your policy, you may return it to (insert insurer's address). If you
send the policy back to us within 30 days after you receive it, we will treat the policy as if it had never been
issued and return all of your payments.

POLI CY REPLACEMENT

If you are replacing another health insurance policy, do not cancel it until you have actually received your

new policy and are sure you want to keep it.
NOTI CE

This policy may not fully cover all of your medical costs.

[For agent issued policies]

Neither (insert insurer's name) nor its agents are connected with medicare.

[For direct response issued policies]

(Insert insurer's name) is not connected with medicare.

This outline of coverage does not give all the details of medicare coverage. Contact your local social
security office or consult "the medicare handbook” for more details.

COVPLETE ANSWERS ARE VERY | MPORTANT

When you fill out the application for the new policy, be sure to answer truthfully and completely all
questions about your medical and health history. The company may cancel your policy and refuse to pay any
clams if you leave out or falsify important medical information. [If the policy or certificate is guaranteed
issue, this paragraph need not appear.]

Review the application carefully before you sign it. Be certain that all information has been properly
recorded.

[Include for each plan offered by the insurer a chart showing the services, medicare payments, plan
payments, and insured payments using the same language, in the same order, and using uniform layout and
format as shown in the charts that follow. An insurer may use additional benefit plan designations on these
charts pursuant to section 3809(1)(k). Include an explanation of any innovative benefits on the cover page and
in the chart, in a manner approved by the commissioner. The insurer issuing the policy shall change the dollar
amounts each year to reflect current figures. No more than 4 plans may be shown on 1 chart.] Charts for each
plan are asfollows:

PLAN A
MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you

have been out of the hospital and have not received skilled carein any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and m scel | aneous
services and supplies

First 60 days Al | but $952 $0 $952( Part A
Deducti bl e)
61st thru 90th day Al | but $238 $238 $0
a day a day

91st day and after:
—While using 60
lifetime reserve days |AIl but $476 $476 $0
a day a day
—Once lifetine reserve
days are used:

—Addi ti onal 365 days [$0 100% of $0
Medi car e
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El i gi bl e
Expenses
—Beyond the
Addi tional 365 days |$0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medicare-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anmpunt s $0 $0
21st thru 100t h day Al but $119 $0 Up to $119
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anmpunts 100% $0 $0
HOSPI CE CARE
Avai l abl e as Iong as your |AIl but very $0 Bal ance
doctor certifies you are [[inmted
termnally ill and you coi nsur ance
el ect to receive these f or outpatient
services drugs and
i npati ent
respite care
PLAN A

MEDI CARE ( PART B) —MEDI CAL SERVI CES-PER CALENDAR YEAR
*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted

with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES

VEDI CARE PAYS

PLAN PAYS

YOU PAY

MEDI CAL EXPENSES—
In or out of the hospital
and out pati ent hospital
treatment, such as
Physi ci an' s servi ces,
i npatient and out pati ent
medi cal and surgica
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,

First $124 of Medicare

Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anpbunts)

$0

80%

$0

$0

20%

$0

$124 (Part B
Deducti bl e)

$0

Al | Costs

BLOOD

First 3 pints

Next $124 of Medicare
Approved Anobunt s*
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Renai nder of Medicare
Approved Anounts 80%

20%

$0

CLI NI CAL LABORATORY
SERVI CES—

Tests for

di agnosti c services 100%

$0

$0

PARTS A & B

HOVE HEALTH CARE
Medi car e Approved
Services
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100%
—bur abl e nedi cal
equi pnment
First $124 of Medicare
Approved Anount s* $0

Renmai nder of Medicare
Appr oved Anobunts 80%

$0

$0

20%

$0

$124 (Part B
Deducti bl e)

$0

PLAN B

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and mi scel | aneous
servi ces and supplies
First 60 days Al but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day Al but $238 $238 $0
a day a day
91st day and after
—While using 60
lifetime reserve days |AIl but $476 $476 $0
a day a day
—nce lifetinme reserve
days are used:
—Addi ti onal 365 days $0 100% of $0
Medi car e
El i gi bl e
Expenses
—Beyond the
Addi ti onal 365 days $0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nmust neet Medicare's
requi renents, including
havi ng been in a hospital
for at |least 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100t h day Al but $119 $0 Up to $119
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a day a day

101st day and after $0 $0 Al | costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avail abl e as long as your JAIl but very $0 Bal ance
doctor certifies you are [imted

termnally ill and you
el ect to receive these
services

COi nsur ance

f or outpatient
drugs and

i npat i ent
respite care

MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

PLAN B

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted

with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES

VEDI CARE PAYS

PLAN PAYS

YOU PAY

MEDI CAL EXPENSES—
In or out of the hospita
and out patient hospital
treatnent, such as
Physi ci an' s servi ces,
i npatient and outpatient
nmedi cal and surgi cal
servi ces and supplies,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi prent ,

First $124 of Medicare

Approved Anpunt s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Appr oved Anount s)

$0

80%

$0

$0

20%

$0

$124 (Part B
Deducti bl e)

$0

Al | Costs

BLOOD

First 3 pints

Next $124 of Medicare
Approved Anpunt s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al | Costs
$0

20%

$0

$124 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY
SERVI CES—

Tests for

di agnosti c services

100%

$0

$0

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Services
—Medi cal | y necessary
skilled care services
and nedi cal supplies
—bur abl e nedi cal
equi pnent
First $124 of
Medi car e
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Appr oved Anopunt s* 0 $0 124 (Part B
Deducti bl e)
Remai nder of Medicare
Approved Anounts 80% 20% 0
PLAN C

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you

have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and m scel | aneous
services and supplies
Fi rst 60 days Al | but $952 $952 $0
(Part A
Deducti bl e)
61st thru 90th day Al | but $238 $238 $0
a day a day
91st day and after
—While using 60
lifetime reserve days |AIl but $476 $476 $0
a day a day
—nce lifetinme reserve
days are used:
—Addi ti onal 365 days 50 100% of $0
Medi car e
Eligible
Expenses
—Beyond the
Addi ti onal 365 days $0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You must neet Medicare's
requi renents, including
havi ng been in a hospita
for at |east 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100t h day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al | costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anpunts 100% $0 $0
HOSPI CE CARE
Avail abl e as long as your JAIl but very $0 Bal ance
doctor certifies you are [imted
termnally ill and you COi nsurance
el ect to receive these f or outpatient
servi ces drugs and
i npat i ent
respite care
PLAN C

MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR
*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
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with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES

VEDI CARE PAYS

PLAN PAYS

YOU PAY

VEDI CAL EXPENSES—
In or out of the hospita
and out pati ent hospital
treatnent, such as
Physi ci an' s servi ces,
i npati ent and out pati ent
nmedi cal and surgica
servi ces and supplies,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi prent ,

First $124 of Medicare

Approved Anount s*

Remai nder of Medicare
Approved Anpunts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$124
(Part B
Deducti bl e)

20%

$0

$0

$0

Al

| Costs

BLOOD

First 3 pints

Next $124 of Medicare
Approved Anount s*

Renmai nder of Medicare
Appr oved Anpunts

$0
$0

80%

Al | Costs
$124

(Part B
Deducti bl e)

20%

$0
$0

$0

CLI NI CAL LABORATORY
SERVI CES—

Tests for

di agnosti c services

100%

$0

$0

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skill ed care services
and nedi cal supplies
—bur abl e nedi cal
equi prent
First $124 of Medicare
Approved Anount s*

Remai nder of Medicare
Appr oved Anpunts

100%

$0

80%

$0

$124
(Part B
Deducti bl e)

20%

$0

$0

$0

OTHER BENEFI TSNOT COVERED BY MEDI CARE

FOREI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
ener gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar year
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Remai nder of charges 0 80% to a 20% and
lifetinme anmount s
maxi num over the
benefit 50, 000
of $50, 000 lifetinme

maxi mum
PLAN D

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YQU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and mi scel | aneous
services and supplies
First 60 days Al | but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day Al but $238 $238 $0
a day a day
91st day and after
—While using 60
lifetime reserve days |AIl but $476 $476 $0
a day a day
—Once lifetime reserve
days are used:
—Addi ti onal 365 days $0 100% of $0
Medi car e
Eligible
Expenses
—Beyond the
Addi ti onal 365 days $0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You must neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100th day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avail abl e as long as your JAIl but very $0 Bal ance
doctor certifies you are [imted

termnally ill and you
el ect to receive these

Coi nsurance
f or outpatient

services drugs and
i npat i ent
respite care
PLAN D
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MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
MEDI CAL EXPENSES—
In or out of the hospital
and out patient hospital
treatnent, such as
Physi ci an' s servi ces,
i npatient and outpatient
medi cal and surgi cal
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable medical
equi pnent ,
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anounts 80% 20% $0
Part B Excess Charges
(Above Medicare
Appr oved Anount s) 50 50 Al | Costs
BLOOD
First 3 pints 50 Al | Costs $0
Next $124 of Medicare
Approved Anmount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anounts 80% 20% $0
CLI NI CAL LABORATORY
SERVI CES—
Tests for
di agnosti c services 100% $0 $0
PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Services
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100% $0 $0
—bur abl e nedi cal
equi pnent
First $124 of Medicare
Approved Amount s* $0 $0 5124
(Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anopunts 30% 20% $0

AT- HOVE RECOVERY

SERVI CES—

Not covered by Medicare
Home care certified by
your doctor, for personal
care during recovery from
an injury or sickness for
whi ch Medi care approved a
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Home Care Treatnent Plan
—Benefit for each visit [$0 Act ua
Charges to
$40 a visit Bal ance
—Nunber of visits
covered (nust be
received within 8
weeks of | ast
Medi care Approved
visit) $0 Up to the
nunber of
Medi car e
Appr oved
visits, not
to exceed 7
each week
—Cal endar year maxi mum [$0 $1, 600
OTHER BENEFI TS—NOT COVERED BY MEDI CARE
FOREI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
eIer gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of charges $0 80% to a 20% and
lifetinme anmount s
maxi mum over the
benefit $50, 000
of $50, 000 lifetinme
maxi mum
PLAN E

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and m scel | aneous
services and supplies
First 60 days Al but $952 $952 $0
(Part A
Deducti bl e)
61st thru 90th day Al | but $238 $238 $0
a day a day
91st day and after
—Whil e using 60
lifetime reserve days |All but $476 $476 $0
a day a day
—nce lifetinme reserve
days are used:
—Addi tional 365 days [$0 100% of $0
Medi car e
Eligible
Expenses
—Beyond t he
Addi tional 365 days [$0 $0 Al | Costs
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SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100t h day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anpunts 100% $0 $0
HOSPI CE CARE
Avai l abl e as long as your Al but very $0 Bal ance
doctor certifies you are [imted
termnally ill and you COi nsur ance
el ect to receive these f or outpatient
services drugs and
i npati ent
respite care
PLAN E

MEDI CARE ( PART B) —MEDI CAL SERVI CES-PER CALENDAR YEAR
*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES VEDI CARE PAYS PLAN PAYS YOU PAY
MEDI CAL EXPENSES—
In or out of the hospital
and out pati ent hospital
treatment, such as
Physi ci an' s servi ces,
i npatient and out pati ent
medi cal and surgica
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anounts 30% 20% $0
Part B Excess Charges
(Above Medicare
Approved Anounts) $0 50 Al | Cost's
BLOCD
First 3 pints $0 Al | Costs $0
Next $124 of Medicare
Approved Anopunt s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anounts 80% 20% $0
Rendered Wednesday, January 14, 2009 Page 12 Michigan Compiled Laws Complete Through PA 331-358, 360,

O Legislative Council, State of Michigan

361, 364-367, 370-378, 382, 384-386, 390-394, and 396-427,

429, and 431 of 2008
Courtesy of www.legislature.mi.gov



CLI NI CAL LABORATORY
SERVI CES—

Tests for

di agnosti c services

100%

$0

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skilled care services
and nedi cal supplies
—bur abl e nedi cal
equi prent
First $124 of Medicare
Approved Anobunt s*

Renai nder of Medicare
Approved Anounts

100%

$0

80%

$0

$0

20%

$0

$124
(Part B
Deducti bl e)

$0

OTHER BENEFI TSNOT COVERED BY MEDI CARE

FOREI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
enmer gency care services
begi nni ng during the
first 60 days of each
trip outside the USA

First $250 each

cal endar year
Remai nder of Charges

$0
$0

50

80% to a
lifetinme
maxi mum
benef it

of $50, 000

$250

20% and

anount s

over the
$50, 000

| i fetinme
maxi mum

PREVENTI VE MEDI CAL CARE
BENEFI T—
Not covered by Medicare
Annual physical and
preventive tests and
servi ces
admi ni stered
or ordered by your
doct or when not covered
by Medi care

First $120 each

cal endar year
Addi tional charges

$0
$0

$120
$0

$0
Al | Costs

PLAN F OCR H GH DEDUCTI BLE PLAN F

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.
**This high deductible plan pays the same benefits as plan F after you have paid a calendar year ($1,790)

deductible. Benefits from the high deductible plan F will not begin until out-of-pocket expenses are $1,790.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes medicare deductibles for part A and part B, but does not include the plan's separate foreign travel
emergency deductible.

SERVI CES AFTER YOQU I N ADDI TI ON
PAY $1, 790 TO $1, 790
DEDUCT! BLE* *, DEDUCTI BLE* *,
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PLAN PAYS YOQU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and mi scel | aneous
services and supplies
First 60 days Al | but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day Al but $238 $238 $0
a day a day
91st day and after
—Whil e using 60
lifetime reserve days |All but $476 $476 $0
a day a day
—Once lifetime reserve
days are used:
—Addi ti onal 365 days [$0 100% of $0
Medi car e
Eligible
Expenses
—Beyond the
Addi tional 365 days [$0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You must neet Medicare's
requi renents, including
havi ng been in a
hospital for at |east
3 days and entered a
Medi car e- appr oved
facility within 30 days
after |eaving the
hospi t al
First 20 days Al | approved
anmount s $0 $0
21st thru 100th day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anpunts 100% $0 $0
HOSPI CE CARE
Avail abl e as long as Al but very $0 Bal ance
your doctor certifies linmted
you are termnally ill Coi nsur ance
and you elect to receive [for
t hese services out pati ent
drugs and
i npati ent
respite care
PLAN F

MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

**This high deductible plan pays the same benefits as plan F after you have paid a calendar year ($1,790)
deductible. Benefits from the high deductible plan F will not begin until out-of-pocket expenses are $1,790.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes medicare deductibles for part A and part B, but does not include the plan's separate foreign travel
emergency deductible.
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SERVI CES

MEDI CARE

PAYS

AFTER YQU
PAY $1, 790
DEDUCTI BLE* *,
PLAN PAYS

I N ADDI TI ON
TO $1, 790

DEDUCTI BLE* *,
YOU PAY

MEDI CAL EXPENSES—
In or out of the
hospi t al
and out patient hospital
treatnent, such as
Physi ci an' s servi ces,
i npatient and
out pati ent
nmedi cal and surgi cal
servi ces and supplies,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi prent ,

First $124 of
Medi car e

Approved Amounts* |$0

Remai nder of Medicare
Approved Anounts
Part B Excess Charges

(Above Medicare

Approved Anounts) [$0

80%

$124
(Part B
Deducti bl e)

20%

100%

$0

$0

$0

BLOOD

First 3 pints

Next $124 of Medicare
Approved Anount s*

$0
$0

Renai nder of Medicare
Approved Anounts

80%

Al | Costs

$124
(Part B
Deducti bl e)

20%

$0
$0

$0

CLI NI CAL LABORATORY
SERVI CES—

Tests for

di agnosti c services

100%

$0

$0

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skilled care services
and nedi cal supplies
—Bur abl e nmedi cal
equi pnment
First $124 of Medicare
Approved Anount s*

Renmai nder of Medicare
Appr oved Anpunts

100%

$0

80%

$0

$124
(Part B
Deduct i bl e)

20%

$0

$0

$0

OTHER BENEFI TS-NOT COVERED BY MEDI CARE

FORElI GN TRAVEL—

Not covered by Medicare
Medi cal | y necessary
ener gency care services
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begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of charges $0 80% to a 20% and
lifetinme anmount s
maxi mum over the
benefit $50, 000
of $50, 000 [ifetine
maxi mum
PLAN G

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and mi scel | aneous
servi ces and supplies
First 60 days Al but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day Al but $238 $238 $0
a day a day
91st day and after
—While using 60
lifetinme reserve days |AIl but $476 $476 $0
a day a day
—Once lifetinme reserve
days are used:
—Addi ti onal 365 days $0 100% of $0
Medi car e
Eligible
Expenses
—Beyond t he
Addi ti onal 365 days $0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You must neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100th day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avai l abl e as long as your |AIl but very $0 Bal ance
doctor certifies you are [imted
termnally ill and you Coi nsur ance
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el ect to receive these
services

or outpatient
drugs and

i npati ent
respite care

MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

PLAN G

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
MEDI CAL EXPENSES—
In or out of the hospita
and out patient hospital
treatnent, such as
Physi ci an' s servi ces,
i npatient and outpatient
medi cal and surgi cal
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Amounts 80% 20% $0
Part B Excess Charges
(Above Medicare
Approved Ampunts) $0 80% 20%
BLOOD
First 3 pints $0 Al | Costs $0
Next $124 of Medicare
Approved Anmpunt s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anounts 80% 20% $0
CLI NI CAL LABORATORY
SERVI CES—
Tests for
di agnostic services 100% $0 $0
PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Services
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100% $0 $0
—Bur abl e nedi cal
equi pnent
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anpunts 30% 20% $0

AT- HOVE RECOVERY
SERVI CES—
Not covered by Medicare
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Home care certified by
your doctor, for personal
care during recovery from
an injury or sickness for
whi ch Medi care approved a
Home Care Treatnent Plan
—Benefit for each visit [$0 Act ua
Charges to
$40 a visit Bal ance
—Nunber of visits
covered (nust be
received within 8
weeks of | ast
Medi care Approved
visit) $0 Up to the
nunber of
Medi car e
Appr oved
vi sits, not
to exceed 7
each week
—Cal endar year maxi num [$0 $1, 600
OTHER BENEFI TS—NOT COVERED BY MEDI CARE
FOREI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
enmer gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of charges $0 80% to a 20% and
[ifetinme amount s
maxi mum over the
benefit $50, 000
of $50, 000 lifetinme
maxi mum
PLAN H

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and mi scel | aneous
services and supplies
First 60 days Al | but $952 $952 $0
(Part A
Deducti bl e)
61st thru 90th day Al but $238 $238 $0
a day a day
91st day and after
—While using 60
lifetime reserve days |AIl but $476 $476 $0
a day a day
—Once lifetime reserve
days are used:
—Addi ti onal 365 days $0 100% of $0
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Medi care
Eligible
Expenses
—Beyond t he
Addi ti onal 365 days $0 50 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medicare-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100t h day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avai l abl e as long as your Al but very $0 Bal ance
doctor certifies you are [imted
termnally ill and you COi nsur ance
el ect to receive these for outpatient
services drugs and
i npati ent
respite care
PLAN H

MEDI CARE ( PART B) —MEDI CAL SERVI CES-PER CALENDAR YEAR
*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES MEDI CARE PAYS

PLAN PAYS YOU PAY

MEDI CAL EXPENSES—
In or out of the hospital
and out pati ent hospital
treatment, such as
Physi ci an' s services
i npatient and out patient
medi cal and surgi cal
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,

First $124 of Medicare

Approved Amount s* $0

Remai nder of Medicare
Approved Anounts 30%

Part B Excess Charges
(Above Medicare
Approved Anounts) 50

$0 $124
(Part B
Deducti bl e)

20% $0

50 Al | Costs

BLOOD
First 3 pints 50
Next $124 of Medicare

Al | Costs 50
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Appr oved Anopunt s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Amounts 80% 20% $0
CLI NI CAL LABORATORY
SERVI CES—
Tests for
di agnosti c services 100% $0 $0
PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100% $0 $0
—bur abl e nedi cal
equi prent
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anmounts 80% 20% $0
OTHER BENEFI TS—NOT COVERED BY NMEDI CARE
FOREI GN TRAVEL—
Not covered by Medicare
Medi cal |y necessary
ener gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of Charges $0 80% to a 20% and
[ifetine anount s
maxi mum over the
benefit $50, 000
of $50, 000 lifetine
maxi mum
PLAN |

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and
board, general nursing
and m scel | aneous
servi ces and supplies
First 60 days Al but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day Al | but $238 $238 $0
a day a day
91st day and after
—Whi | e using 60
lifetime reserve days |All but $476 5476 $0
a day a day
—Once lifetine reserve
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days are used:
—Addi ti onal 365 days $0 100% of $0
Medi car e
Eligible
Expenses
—Beyond t he
Addi ti onal 365 days $0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust meet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medicare-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100th day Al but $119 Up to $119 $0
a day a day
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Addi ti onal anpunts 100% $0 $0
HOSPI CE CARE
Avail able as long as your |AIl but very $0 Bal ance
doctor certifies you are [imted
termnally ill and you COi nsur ance
el ect to receive these for outpatient
services drugs and
i npati ent
respite care
PLAN |

MEDI CARE ( PART B) —MEDI CAL SERVI CES-PER CALENDAR YEAR
*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES MEDI CARE PAYS

PLAN PAYS YOU PAY

MEDI CAL EXPENSES—
In or out of the hospital
and out patient hospital
treatment, such as
Physi ci an' s services
i npatient and out pati ent
medi cal and surgi cal
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,

First $124 of Medicare

Appr oved Anopunt s* $0

Remai nder of Medicare
Appr oved Amounts 80%

Part B Excess Charges
(Above Medicare
Approved Anpunts) $0

$0 $124
(Part B
Deducti bl e)

20% $0

100% $0

BLOCD
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First 3 pints $0 Al | Costs $0
Next $124 of Medicare
Appr oved Anopunt s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Amounts 80% 20% $0
CLI NI CAL LABORATORY
SERVI CES—
Tests for
di agnosti c services 100% $0 $0
PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100% $0 $0
—bur abl e nedi cal
equi prent
First $124 of Medicare
Approved Amount s* $0 $0 $124
(Part B
Deducti bl e)
Remai nder of Medicare
Approved Anmounts 30% 20% $0
AT- HOVE RECOVERY
SERVI CES—
Not covered by Medicare
Home care certified by
your doctor, for persona
care during recovery from
an injury or sickness for
whi ch Medi care approved a
Home Care Treatnent Plan
—Benefit for each visit [$0 Act ua
Charges to
$40 a visit Bal ance
—Nurber of visits
covered (nust be
received within 8
weeks of | ast
Medi car e Approved
visit) $0 Up to the
nunber of
Medi car e
Appr oved
vi sits, not
to exceed 7
each week
—€al endar year maxi mum [$0 $1, 600

OTHER BENEFI TSNOT COVERED BY MEDI CARE

FOREI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
enmer gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
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cal endar vyear $0 0 250
Remai nder of Charges* $0 80% to a 20% and
lifetine anount s
maxi mum over the
benefi t 50, 000
of $50, 000 lifetinme
maxi num

PLAN J OR HI GH DEDUCTI BLE PLAN J
MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you

have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.
**This high deductible plan pays the same benefits as plan J after you have paid a calendar year ($1,790)
deductible. Benefits from the high deductible plan J will not begin until out-of-pocket expenses are $1,790.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes medicare deductibles for part A and part B, but does not include the plan’s outpatient prescription
drug deductible or separate foreign travel emergency deductible.

SERVI CES MEDI CARE PAYS AFTER YOQU I N ADDI TI ON
PAY $1, 790 TO $1, 790

DEDUCTI BLE* *, DEDUCTI BLE**,
PLAN PAYS YOU PAY

HOSPI TALI ZATI ON*

Sem private room and
board, general
nur si ng

and m scel | aneous
services and supplies

First 60 days Al but $952 $952 $0
(Part A
Deduct i bl e)
61st thru 90th day |AIl but $238 $238 $0
a day a day

91st day and after
—While using 60
lifetime reserve
days Al | but $476 $476 $0
a day a day
—nce lifetine
reserve
days are used:
—Addi ti onal 365

days $0 100% of $O* * *
Medi car e
Eligible
Expenses
—Beyond t he
Addi ti onal 365
days $0 $0 Al | Costs
SKI LLED NURSI NG
FACI LI TY
CARE*

You nust neet
Medi care's
requirenents,

i ncl udi ng

havi ng been in a
hospi t al

for at |east 3 days
and

entered a Medi car e-
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approved facility
within
30 days after |eaving
t he
hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100th dayJ]All but $119 Up to $119 $0
a day a day
101st day and after [$0 $0 Al | costs
BLOOD
First 3 pints $0 3 pints 50
Addi ti onal anounts 100% $0 $0

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place
of Medicare and will pay whatever amount medicare would have paid for up to an additinal 365 days as
provided in the policy's "core benefits." During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount medicare would have paid.

PLAN J
MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which are noted
with an asterisk), your Part B Deductible will have been met for the calendar year.

**This high deductible plan pays the same benefits as plan J after you have paid a calendar year ($1,790)
deductible. Benefits from the high deductible plan J will not begin until out-of-pocket expenses are $1,790.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This
includes medicare deductibles for part A and part B, but does not include the plan's separate outpatient
prescription drug deductible or foreign travel emergency deductible.

SERVI CES MEDI CARE PAYS AFTER YQU I N ADDI TI ON
PAY $1, 790 TO $1, 790
DEDUCTI BLE* *, DEDUCTI BLE* *,
PLAN PAYS YOU PAY
HOSPI CE CARE
Avai l able as |l ong as
your Al but very $0 Bal ance
doctor certifies you
are limted
termnally ill and youfcoi nsurance
el ect to receive theseffor outpatient
services drugs and
i npati ent

respite care

MEDI CAL EXPENSES—

In or out of the
hospi t al

and out pati ent
hospi t al

treatnent, such as
Physi ci an' s servi ces,
i npati ent and

out pati ent

nedi cal and surgica
servi ces and supplies,
physi cal and speech

t herapy, diagnostic
tests, durable nedica

equi prent ,
First $124 of
Medi car e
Approved Amounts* |$0 $124 $0
(Part B
Deduct i bl e)
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Remai nder of
Medi car e
Approved Anpbunts [80% 20% $0
Part B Excess
Char ges
(Above Medicare
Approved Anounts) |$0 100% $0
BLOCD
First 3 pints $0 Al | Costs $0
Next $124 of Medicare
Approved Anount s* $0 $124 $0
(Part B
Deduct i bl e)
Remai nder of Medicare
Approved Anpunts 80% 20% $0
CLI NI CAL LABORATORY
SERVI CES—
Tests for
di agnosti c services 100% $0 $0
PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Services
—Medi cal | y necessary
skill ed care services
and nedi cal supplies 100% $0 $0
—bur abl e nedi cal
equi prment
First $124 of Medicare
Approved Anmount s* $0 $124 $0
(Part B
Deduct i bl e)
Remai nder of Medicare
Approved Anmounts 80% 20% $0
AT- HOVE RECOVERY
SERVI CES—
Not covered by Medicare
Home care certified by
your doctor, for personal
care begi nning during
recovery froman injury
or sickness for which
Medi care approved a
Home Care Treatnent Pl an
—Benefit for each visit [$0 Act ual
Charges to
$40 a visit Bal ance
—Nunber of visits
covered (nust be
received within 8
weeks of | ast
Medi care Approved visit) [$0 Up to the
nunber of
Medi car e
Appr oved
vi sits, not
to exceed 7
each week
—Cal endar year maxi mum [$0 $1, 600

OTHER BENEFI TS-NOT COVERED BY MEDI CARE
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FORElI GN TRAVEL—
Not covered by Medicare
Medi cal | y necessary
ener gency care services
begi nni ng during the
first 60 days of each
trip outside the USA

First $250 each

cal endar year

Remai nder of Charges

$0
$0

50

80% to a
lifetine
maxi mum
benefit

of $50, 000

$250
20% and
anount s
over the
$50, 000
lifetine
maxi mum

PREVENTI VE MEDI CAL CARE
BENEFI T-

Not covered by Medicare
Annual physical and
preventive tests and
services

admi ni st ered

or ordered by your doctor

when not covered by
Medi car e
First $120 each
cal endar year
Addi tional charges

$0
$0

$120
$0

$0
Al |

costs

PLAN K

*Y ou will pay half the cost-sharing of some covered services until you reach the annual out-of-pocket limit
of $4,000 each calendar year. The amounts that count toward your annual limit are noted with diamonds' in
the chart below. Once you reach the annual limit, the plan pays 100% of your Medicare copayment and
coinsurance for the rest of the calendar year. However, this limit does NOT include charges from your
provider that exceed Medicare-approved amounts (these are called "Excess Charges') and you will be
responsible for paying this difference in the amount charged by your provider and the amount paid by

Medicare for the item or service.

PLAN K

MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD
** A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after
you have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.

SERVI CES

IVEDI CARE PAYS

PLAN PAYS

YOU PAY*

HOSPI TALI ZATI ON* *

Sem private room and

board, general nursing

and m scel | aneous

servi ces and supplies
First 60 days

61st thru 90th day

91st day and after:
—While using 60
lifetime reserve days

—Once lifetine reserve

days are used:
—Addi ti onal 365 days
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El i gi bl e
Expenses
—Beyond the
Addi tional 365 days |$0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE* *
You nust neet Medicare's
requi renents, including
havi ng been in a hospita
for at |least 3 days and
entered a Medicare-
approved facility within
30 days after |eaving the
hospi t al
First 20 days Al | approved
anmpunt s $0 $0
21st thru 100t h day Al | but Up to Up to
$119 a $59. 50 $59. 50
day a day a day ‘!
101st day and after $0 $0 Al costs
BLOOD
First 3 pints $0 50% 50% *
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avai l abl e as | ong as your [General ly, 50% of 50% of
doctor certifies you are |rost Medicare COi nsur - coi nsur -
termnally ill and you el i gi bl e ance or ance or
el ect to receive these expenses for copaynent s copaynents *
services out pat i ent
drugs and
i npati ent
respite care

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place
of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.

MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

PLAN K

****Once you have been billed $124 of Medicare-Approved amounts for covered services (which are
noted with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVI CES

VEDI CARE PAYS

PLAN PAYS

YOU PAY*

MEDI CAL EXPENSES—
In or out of the hospital
and out patient hospital
treatment, such as
Physi ci an' s services
i npatient and out pati ent
medi cal and surgi cal
services and suppli es,
physi cal and speech
t herapy, diagnostic
tests, durable nedica
equi pnent ,

First $124 of Medicare

Approved Ampunt s****

Preventi ve Benefits for
Medi care covered
servi ces
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proved anounts appr oved appr oved
anount s anmount s
Remai nder of Medicare |Generally 80% Ceneral |y General | y
Approved Amount s 10% 10% *

Part B Excess Charges $0 $0 Al costs
(Above Medicare (and t hey do
Approved Anounts) not count

t owar d
annual out -
of - pocket
limt of
$4, 000) *

BLOOD

First 3 pints $0 50% 50% *

Next $124 of Medicare
Approved Anpunt s**** $0 $0 $124 (Part B

Deducti bl e)
*xkx 1

Remai nder of Medicare General |y 80% Ceneral |y General |y
Approved Anounts 10% 10% *

CLI NI CAL LABORATORY

SERVI CES—Fests for

di agnostic services 100% $0 $0

*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $4,000 per year.
However, this limit does NOT include charges from your provider that exceed Medicare-approved amounts
(these are called "Excess Charges') and you will be responsible for paying this difference in the amount
charged by your provider and the amount paid by Medicare for the item or service.

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
—Medi cal | y necessary
skilled care services
and nedi cal supplies 100% $0 $0
—bur abl e nedi cal
equi prent
First $124 of Medicare
Approved Ampunts***** I$0 $0 $124 (Part B
Deductible) *
Remai nder of Medicare
Appr oved Anpunt s 80% 10% 10% *

****xMedicare benefits are subject to change. Please consult the latest Guide to Health Insurance for
People with Medicare.

PLAN L

*You will pay one-fourth of the cost-sharing of some covered services until you reach the annual
out-of-pocket limit of $2,000 each calendar year. The amounts that count toward your annual limit are noted
with diamonds' in the chart below. Once you reach the annual limit, the plan pays 100% of your Medicare
copayment and coinsurance for the rest of the calendar year. However, this limit does NOT include charges
from your provider that exceed Medicare-approved amounts (these are called "Excess Charges") and you will
be responsible for paying this difference in the amount charged by your provider and the amount paid by
Medicare for theitem or service.

PLAN L
MEDI CARE ( PART A) —HOSPI TAL SERVI CES—PER BENEFI T PERI OD

** A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after

you have been out of the hospital and have not received skilled care in any other facility for 60 daysin arow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY*

HOSPI TALI ZATI ON* *
Sem private room and
board, general nursing
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and m scel | aneous
services and supplies

First 60 days Al |l but $952 $714 $238 (25% of
(75% of Part A
Part A Deducti bl e) *
Deducti -
bl e)
61st thru 90th day Al | but $238 $238 $0
a day a day

91st day and after:
—While using 60
lifetinme reserve days Al but $476 $476 $0
a day a day
—Once lifetinme reserve
days are used:

—Addi ti onal 365 days [$0 100% of O* * *
Medi car e
El i gi bl e
Expenses
—Beyond the
Addi ti onal 365 days [$0 $0 Al | Costs
SKI LLED NURSI NG FACI LI TY
CARE* *

You must neet Medicare's
requi renents, including
havi ng been in a hospital
for at |least 3 days and
entered a Medi care-
approved facility within
30 days after |eaving the

hospi t al
First 20 days Al | approved
anount s $0 $0
21st thru 100th day Al | but Up to Up to
$119 a $89. 25 $29. 75
day a day a day !
101st day and after $0 $0 Al | costs
BLOOD
First 3 pints $0 75% 25% *
Addi ti onal anpunts 100% $0 $0
HOSPI CE CARE
Avail abl e as | ong as your |General l vy, 75% of 25% of
doctor certifies you are |rost Medicare COi nsur - Coi nsur ance
termnally ill and you el igible ance or or copay-
el ect to receive these expenses for copaynent s ment s
services out pat i ent
drugs and
i npati ent

respite care

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place
of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.

PLAN L
MEDI CARE ( PART B) —MEDI CAL SERVI CES—PER CALENDAR YEAR

****Once you have been billed $124 of Medicare-Approved amounts for covered services (which are

noted with an asterisk), your Part B Deductible will have been met for the calendar year.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY*

VEDI CAL EXPENSES—
In or out of the hospital
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and out patient hospita
treatnent, such as
Physi ci an' s servi ces,

i npati ent and out pati ent
nedi cal and surgica
servi ces and suppli es,
physi cal and speech

t her apy, diagnostic

t ests, durable nedica
equi prent ,

First $124 of

Medi care Approved $0 $0 $124 (Part
Anpunt s** * * B Deducti -
bl e) *kxx 1

Preventive Benefits for [Generally 75% Remai nder Al costs

Medi care covered or nore of of Medi - above Medi -

services Medi car e care care

appr oved appr oved appr oved
amount s anmount s amount s

Remai nder of Medicare General | y CGeneral |y General | y
Appr oved Anounts 80% 15% 5% *

Part B Excess Charges $0 $0 Al | costs
(Above Medicare (and they do
Approved Anpunts) not count

t owar d
annual out -
of - pocket
limt of
$2, 000) *

BLOOD

First 3 pints $0 75% 25% *

Next $124 of Medicare
Approved Anpunt s**** $0 $0 $124

(Part B
Deducti bl e) *

Remai nder of Medicare General |y General |y General |y
Appr oved Anounts 80% 15% 5% !

CLI NI CAL LABORATORY

SERVI CES—Fests for

di agnosti c services 100% $0 $0

*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $2,000 per year.
However, this limit does NOT include charges from your provider that exceed Medicare-approved amounts
(these are called "Excess Charges") and you will be responsible for paying this difference in the amount

charged by your provider and the amount paid by Medicare for the item or service.

PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Services
—Medi cal | y necessary
skill ed care services
and nedi cal supplies
—bur abl e nedi cal
equi prent
First $124 of Medi-
care Approved
Amount s

Remai nder of Medicare
Approved Anpbunts

100%

$0

80%

$0

$0

15%

$0

$124 (Part
B Deducti -
ble) !

5% *

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People
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with Medicare.

History: Add. 1992, Act 84, Imd. Eff. June 2, 1992;00 Am. 2002, Act 304, Imd. Eff. May 10, 2002;C0 Am. 2006, Act 462, Imd. Eff.
Dec. 20, 2006.

Compiler's note: In the first sentence of the notice following the table entitled "PLAN J OR HIGH DEDUCTIBLE PLAN J," the
word "additinal" should evidently read "additional."
YIn PlansK and L, a superscript numeral "1" has been substituted wherever a diamond symbol should occur.

Popular name: Act 218
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